region can result in various visceral injuries, but such trauma is exceedingly rare occurrence during participation in sports. 1,2 Few sports present the potential for abdominal injury due to a penetrating object, and limited literature pertaining to blunt abdominal trauma in sports exists. 3 Small bowel injury is a rare occurrence in any setting. Only 5-15% of blunt force trauma cases involve the small bowel. [4] [5] [6] [7] Penetrating trauma is much more likely to produce small bowel or mesenteric injuries, 8 which is likely the result of direct compression of relatively fixed tissues, such as the proximal jejenum and/or terminal ileum. 9-11 A sport-related bowel injury would be most likely to result from blunt trauma as associated with falling onto a ball or being tackled in a manner that directs force to the abdominal region.
Abdominal injuries are often undiagnosed or are associated with delayed diagnosis, because they are relatively rare. Furthermore, patients typically present 3, [12] [13] Signs and symptoms associated with bowel injury vary but may include abdominal tenderness and rigidity, nausea, vomiting, and possibly decreased bowel sounds. 7, 12 Vital signs are often within normal limits immediately following injury (i.e., blood pressure, heart rate, and body temperature). 10 The signs and symptoms associated with visceral injury can be the result of trauma to any of the internal organs and may mimic pain associated with broken ribs. 2 Unless the clinician has a high index of suspicion that a serious abdominal organ injury may have occurred, the diagnosis can easily be missed. 3 A thorough understanding of the mechanism of injury, as well as signs and symptoms of abdominal trauma, is imperative. The mortality rate associated with bowel perforation is 10.6%, which makes recognition of the signs and symptoms of this serious injury extremely important. 14 The purpose of this report is to present the case of an abdominal injury sustained by an NCAA Division I football player during competition. The details of this case illustrate the challenges in clinical evaluation, surgical management, and the rehabilitation process. The athlete was able to return to full competition after only sixteen weeks of surgical recovery and rehabilitation.
Abdominal trauma, specifically small bowel injury, is exceedingly rare in sport and has not been reported to date in an NCAA football player.
It may be difficult to recognize a bowel injury, because it presents nonspecific signs and symptoms, which may be lifethreatening if not diagnosed early.
If recognized and treated properly, an athlete who has suffered a bowel injury can return to full sport participation.
A 20-year-old male collegiate football player (175.2 cm, 96.6 kg), who was running back and punt returner, suffered blunt force trauma to the right upper quadrant of his abdomen when he was tackled and fell on the ball during a game. The injury was sustained when he was tackled by a member of the opposing team during a kick return. After the traumatic incident, the athlete was able to ambulate to the sideline with minimal assistance, and he complained of mild right upper quadrant abdominal pain (4/5 on a scale of 1-10). An evaluation was completed by the team physician, which revealed vital signs within normal limits, adequate bowel sounds, and lack of rebound tenderness. Plain radiographs, obtained to rule out bone injury, were normal. The diagnosis was bruised ribs. The athlete was removed from competition for precautionary reasons. Over the next hour, the athlete began to complain of worsening pain (7 on a scale of 1-10) and developed nausea and vomiting. At this point, a reevaluation identified abdominal rigidity and tenderness and absence of bowel sounds. The decline in the athlete's condition warranted immediate transport to the hospital for further evaluation and treatment of a suspected injury to the abdominal viscera.
Upon arrival at the hospital, the athlete continued to report a pain level rising to 10 and complained of diffuse abdominal tenderness. A CT scan revealed free air and fluid surrounding the liver, but there was no evidence of a solid organ injury (Figures 1-4) . The diagnosis of perforated viscus presented concern for local infection, sepsis, and the possibility of death. An 
